The ECG was available for 192 out of 195 initial different patients (123 male/69 female). The median age was 68.5 years (interquartile range 61-76 years). ST segment elevation myocardial infarction was present in 67 patients. Primary coronary angioplasty was carried out in 44 patients. After a period not inferior to 48 months and up to 61 months after each admission (median 49.2 months, interquartile range 33.1-55.4 months), the retrospective analysis of electronic records showed that 57 of the 193 patients had died (29.7%).[ 1 4 _ T D $ D I F F ] 2 The PR interval was evaluated in 170 patients. The median was 169 ms and the interquartile range was 154-190 ms. A negative correlation was seen between the PR interval and heart rate (Pearson correlation coefficient À0.292; significance level <0.001).
Cox analysis, using age, gender and the six ECG variables, showed that heart rate and the PR interval were predictors of mortality (Table 1) . However, a new Cox analysis, adding analytical data (peak plasma cardiac troponin, plasma creatinine, plasma alkaline phosphatase and hemoglobin), as well as beta-blocker therapy at discharge, showed that heart rate and the PR interval were no longer predictors of mortality (age, gender, plasma alkaline phosphatase and hemoglobin were; Table 1 
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Indian Heart Journal j o u r n a l h o m e p a g e : w w w . e l s e v i e r . c o m / l o c a t e / i h j patients, versus 156 patients with a shorter PR interval) was associated with a decreased survival (p in log rank test of 0.009) (Fig. 1) .
We conclude that the PR interval was associated to survival only if analytical variables were not taken into consideration. A prolonged PR interval (=/>220 ms) was associated with markedly decreased survival.
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